This paper expands upon a previous quantitative study which measured dentists' knowledge, attitudes and practices towards patients carrying blood-borne viruses in order to identify potential barriers to the provision of adequate dental treatment. Although some useful findings were obtained in that study, it was suggested that further qualitative work needed to be conducted in order to provide the opportunity for dental practitioners' to expand, reflect and justify their opinions and beliefs in more detail. The aim of this study is to present the results of such a qualitative investigation.
INTRODUCTION
It has been suggested in recent years that dental care providers have an ethical and legal obligation to treat HIV-infected patients. 1 Despite recent recommendations by dental associations, however, there is some evidence to suggest that many dentists remain reluctant to treat patients with HIV/AIDS and other groups at high risk from blood-borne pathogens. 2 Previous studies in both the UK 3 and US 4, 5 have examined dentists' knowledge, attitudes and behaviours in order to assess which factors may be influential in affecting dentists' willingness to treat HIV/AIDS patients.
In a previous paper 6 the author has presented results from a study of dentists' conducted in the North West of England and funded by South Cheshire Health Authority. The Health Authority felt there was a need for this research because anecdotal evidence within an influential charity HIV/ AIDS organisation in the region suggested that some HIV positive individuals had been experiencing difficulties accessing NHS dental care. As with all studies conducted in this area, this previous study was primarily quantitative, using measures of dentists' knowledge, attitudes and practices towards patients carrying blood-borne viruses such as HIV infection, Hep. B and Hep. C, in order to identify potential barriers to the provision of adequate dental treatment. Although some useful findings were obtained in that study, it was suggested that further qualitative work needed to be conducted in order to explore the findings from the dental practitioners' perspective in more detail. No previous studies have adopted such an approach in relation to these issues. Accordingly, this paper reports the results of such a qualitative investigation.
THE RESEARCH
During the process of conducting a survey of all dental practitioners in the South Cheshire region (330 in all), dentists were asked to write down their name, address and contact number if they were willing to be interviewed further about the issues addressed in the survey. Fifty-one dentists did so. A random selection of 15 of those dentists were chosen in order to take part in a more detailed semi-structured interview.
This was considered an appropriate number because the aim of the study was to provide an in-depth qualitative exploration of the data and smaller numbers are necessary to achieve this. Ten of those interviewed were men, five women. Twelve worked in a general dental practice setting, while two worked in the community dental service and one worked in a hospital setting. Twelve had worked in dental practice for over 17 years, while three had done so for less than 17 years. All interviewees were white.
The interview was 'theoretically based' insofar as it was designed to clarify and elaborate further on factors that had also been identified in previous studies as potentially impacting on dentists' attitudes and treatment practices regarding HIV+ and patients with other blood-borne viruses. 6 For instance, one such factor was the dentists' sense of ethical responsibility towards the provision of treatment for various 'high risk' groups. Also important were attitudes towards 'high risk' groups and various concerns relating to the acceptance of HIV/ AIDS patients (potential barriers to providing dental care to HIV/AIDS patients) such as worries about staff concerns, fears of personal risk, financial implications and loss of other patients. During the course of the interviews, dentists were asked to reflect further on these issues and the findings of the survey. The following section presents the findings obtained as a result of this process of reflection.
FINDINGS (NB: All numbers in brackets appearing after quotes refer to the identification number used in the original survey).

Reflecting on ethical responsibility
The opening question in the semi-structured interviews asked dentists to clarify and elaborate on why they had given a particular answer with regard to a question relating to ethical responsibility. Previous studies have shown that a sense of ethical responsibility is important because it is one of the strongest predictors of refusal or unwillingness to treat HIV/ AIDS patients. 7 For instance, in the McCarthy et al. (1999) study, it was found that respondents who did not have a sense of ethical responsibility were nine times more likely to report that they would refuse to treat HIV infected patients than respondents who believed they did have such an ethical responsibility Sixty-six per cent of dentists surveyed in the author's South Cheshire study 'agreed' with the statement: 'As a dentist, I have an ethical responsibility to provide dental care to a HIV+ person'. In the interviews, dentists who answered in this way were asked to elaborate further on why they believed this. Their responses were mainly that, because of their professional ability to treat, they had an obligation to provide such treatment (provided they could do so safely), regardless of the nature of patient or type of illness. For instance, the following comments were typical of those who agreed they had a sense of ethical responsibility to provide treatment to 'high risk' groups such as HIV+ individuals: ' (37) There were also more practical considerations. For instance, one dentist said that he felt very strongly about 'not stigmatising' patients, not least because if we 'don't offer care we're walking into a minefieldthey just will start not to tell us at all.' (37)
Undecided:
Fifteen per cent of dentists in the survey reported that they were 'undecided' as to whether they had an ethical responsibility to provide such treatment. When asked to elaborate on his response, one interviewee said that although 'we have a duty as a profession to provide treatment,' he did not think general dental practice was the best setting for this. (40) Differences in type of dental practice and perception of ethical responsibility One of the findings of the survey was that GDPs, when compared with dentists working in 'other' settings (such as hospitals and the CDS), were significantly less likely to exhibit a sense of ethical responsibility (58% compared with 91%, χ 2 = 13 df = 2, P < 0.001). 6 In the interviews, dentists were asked to reflect on why they thought this might be the case. Their reasons basically came down to time and money. One dentist working in the CDS commented that 'we know by the time they've got to us they've got to the end of the line'. But she also recognised that 'at the end of the day, we're not running our own business so we don't have to worry about what other patients think. ' (26) GDPs repeatedly emphasised that 'financial imperatives' and the fact that they were running businesses made ethical imperatives seem entirely theoretical. One private dentist recognised that, although he was in private practice, in the NHS there is 'barely any NHS recompense for time and for adequate cross infection. The NHS fee scales are just a joke on these matters.' (76) Another dentist recognised that there are 'lots more in the way of social issues, lots of other issues, it's not just about teeth.' All of this often resulted in poor attendance and cancelled appointments which all took time and resulted in reduced profits. This was also why, one dentist commented, if 'there's no financial incentives people will steer away because it just takes longer to treat.' (37) Another commented: Gender differences in perception of ethical responsibility With regard to one of the statements assessing ethical responsibility ('health professionals should have the right to refuse to provide treatment for a HIV+ person), female dentists were far more likely to agree than male dentists (63% compared with 31%, χ 2 = 14.7, df = 2, P < 0.0001). 6 In interviews, dentists were asked to reflect upon why they thought this might be the case. A few suggested that perhaps women are just 'more caring' than men (23,40). One female dentist recognised that 'although it's a sweeping generalisation,' in her experience '…female dentists are more ethically and morally oriented than men.' (76) Another community dentist said that she did not see many male dentists in the community because most were female. Perhaps, she reflected, 'because of the history of HIV disease,' men would be 'more likely to have negative attitudes towards it due to it being mainly in the gay community. ' (26) But there was also a recognition that gender differences emerged, not from intrinsic gender differences, but due to differences in status in the profession. The same female dentist who said she thought female dentists were more ethically/morally oriented, 'more compassionate rather then 'churning volume = £,' and 'men are more money driven, ' also recognised that this depended on the professional status of the dentist -whether they were salaried as vocational trainers (VTs) or associates. As soon as they become associates, she said, they start to 'churn out -it's just a mindset.' (76) Another dentist reiterated this when he commented that: 
ATTITUDES TOWARDS 'AT RISK' GROUPS
The results from the survey showed that a considerable degree of dentists expressed reservations about treating patients with various different types of blood-borne viruses (see Table 1 ).
During interviews, dentists were asked to explain further why they felt hesitant in relation to various groups. Different reasons were given in relation to different groups of patients. For instance:
Hemophiliacs
This was mainly due to ensuring specialist treatment for the condition was available. A number of dentists did not feel they knew enough about hemophilia and the complications of treatment, post-operative complications, and the risks of infection for hemophiliac patients themselves. (24,40,50) IV drug users IV drug users were seen generally per- Another dentist reported having had a bad experience when he was doing his vocational training.
'I stuck my finger with a needle and it took 6 months to get a response from the lab. -it was a very difficult time for mevery traumatic.' (50)
HIV/AIDS
Amongst those who were hesitant about treating HIV/AIDS patients, this was largely due, as with hemophiliacs, to the perception that the best treatment could be provided in specialist centres. 'It's much like leukaemic patients,' said one dentist, 'we tend to become unaware when treatment protocols change -we see so few of these patients.' (136) There was also a perception, however, that HIV/AIDS patients, like IV drug users, were typically unreliable and tended to cancel appointments. As one dentist made clear:
'I'm happy treating HIV+ patients, well, it depends on the nature of the patient -as long as they come and have treatment, we're a private practice but we have a VT who sees NHS patients and classically, there's a lot more failed appointments and time wasting, due to social issues -but if they're fine… (136)
Another dentist, however, did make clear that he was hesitant about treating HIV/AIDS and other 'handicapped' groups because they often posed problems in terms of their demands which, to him, seemed unjustifiable: Homosexual/bisexual men Some of the dentists interviewed had previously responded that they would have some hesitation in treating homosexual/ bisexual patients. When asked to elaborate on his reasoning, one dentist said that they constituted a 'high risk' group:
'…going back years ago, all the AIDS scare, they reckoned we would be inundated with patients with AIDS in the general population -this hasn't happened -it's confined to gay men/ drug addicts therefore they are higher risk categories.' (96)
A number of other dentists admitted that their hesitancy was based on 'a gut feeling rather than any logical reason.' (133) One dentist, initially surprised that she had responded on the survey that she would be hesitant in treating such patients, then went on to admit:
'I suppose, in truth, I'm probably a little more cautious with gay men, I would probably dispose of the matrix band, for no good scientific reason -I would be slightly more aware. I would probably adjust slightly. I would dispose of things that I would otherwise recycle -more in terms of the potential risks to other patients than anything else.' (136)
No hesitation with any of the patient groups Some dentists responded that they would not have any hesitation in treating any of the 'at risk' groups. Two of the dentists interviewed fell into this category. One dentist claimed that this was because, as a community dentist, it 'is a role I am expected to fulfil.' (26) Another claimed that 'if we are properly trained and equipped, have the correct procedures in place, there is no problem treating such patients.' (63) When asked why he thought other dentists may express hesitation in relation to various groups of 'at risk' patients he commented as follows: 
PERCEIVED BARRIERS TO ACCEPTING HIV/AIDS PATIENTS
Following on from other previous studies, respondents in the survey were asked about a number of potential concerns relating to the treatment of HIV/AIDS patients. These concerns included: loss of other patients from the practice; dealing with staff fears about patients with HIV/AIDS; increase in personal risk due to treating patients with HIV/AIDS; and, financial burden for the practice due to increased infection control procedures. During interviews, respondents were asked to elaborate further on their worries and concerns. Each of these concerns is addressed in more detail below.
Dealing with staff fears
The greatest fear of respondents related to dealing with staff fears, with 59% of respondents expressing concern in relation to this issue. 6 A number of dentists were worried about the fears of nursing staff who worked in the surgery. This frequently related to the problems of nurses refusing to work 'chair-side' when treating a HIV+ patient. One dentist recounted the following story in this vein:
'Yes, at the time I was filling in the questionnaire one of the ladies who works here, she's personal assistant to the dental services manager but she's also a dental nurse and she also works for the BD Nursing Association -she was telling me that she ' A number of dentists were concerned, especially about younger staff, some of whom came 'straight from school' and got 'quite scared and worried' when they had never 'been with a HIV/AIDS patient before.' (37) 'One or two of the girls were pregnant last year and I had concerns with Hep. C patients, it's bad enough when it's the girls themselves but when they've got a passenger on board,' said one dentist. (37) 'If a person has an infectious disease some people get very anxious -they're scared of getting infected by the patient.' (50) One dentist said that:
'Everybody is concerned with every risk these days, people ask about amalgams, about cross infection, X-Rays etc. And a lot of the staff here are middle aged family ladies who take things very seriously and question things -when they're explained, they take a logical rather than emotional view, but these things would need to be addressed. ' (133) Some dentists felt that staff fears could be appropriately dealt with by education. One dentist claimed that: 'I would certainly be aware of any misgivings my staff had and would discuss these problems with them and try and allay their fears.' (63) Good communication and keeping staff fully informed, properly trained and well disciplined in cross-infection controls would help. (63) But others were more concerned about the 'emotive' and 'irrational' response to risk. For instance, the following comments illustrates such concerns: 
Personal risk
Thirty-six of dentists surveyed were concerned about the personal risk posed to them by treating HIV infection. In a number of cases this fear derived from either having read articles about needlestick injuries, as in the following quote: 
Loss of other patients
Thirty-four per cent of dentists surveyed reported concerns with regards to potential loss of other patients from the practice. This related to lack of knowledge about the 'general public's' attitudes towards HIV/ AIDS. 'People have fears about contagious diseases -there's no cure for HIV -people die, people might perceive that they were at increased risk,' (40) said one dentist. Another said that he was 'not quite sure how the public at large view these issues -if we were to see a lot of these patient -I 'I work in private practice so it's not a problem for me,' said another dentist, 'but if I was working on the NHS I would be very worried.' (37) 'The additional costs involved in treatment just aren't reimbursed,' (96) was the conclusion of another dentist.
ANY ADDITIONAL COMMENTS?
During the interviews, dentists were asked if they had any additional comments that they would like to air in relation to the issues covered in the questionnaire and interview. One of the dentists felt that there was not enough information around about specialist centres in which 'full blown AIDS patients' could be treated -'so circulating knowledge of such centres would be useful.' (114) Most comments, however, related to the fact that the extra time and effort taken to treat HIV positive patients remained inadequately renumerated on the NHS fee scales: 'I feel the system expects rather than encourages too many patients to be treated in not enough time. Hence, the perturbance about dealing with these people in the best possible way for all concerned. ' (133) In the final instance, one dentist concluded, there 'needs to be set aside funding for GDPs to treat such patients.' Most of the 'resistance from intelligent people to treating these patients is due to financial reasons -at the end of the day, we're running businesses…' (37) CONCLUSION This paper has attempted to draw out in more detail dental practitioners' beliefs and opinions with regard to the treatment of HIV+ and other patients with bloodborne virsues. The aim of such interviews is not to provide a representative sample of dental practitioners, but to explore in more detail some of the findings reported on the basis of a previous survey. All of the available literature in this field is based on quantitative studies which provide the dental practitioner with no room to expand, reflect upon, and justify his/her beliefs or opinions with regard to the treatment of HIV+ patients and other 'high risk' patients. This preliminary study aimed to rectify this deficit and to provide dental practitioners with the opportunity to put forward their opinions in more detail. As can clearly be seen the findings presented in this study have important implications for the treatment of HIV+ individuals within the context of NHS dentistry.
